
APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11
FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

 
  

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31

17  DATE 18  HR 19  TYPE 20  SRC 24 25 2 6 27 28 2 9 30  08311923 F  010197      30    

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH Aa 27 010197
          B

B
b

C

C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES

CODE AMOUNT CODE AMOUNT CODE AMOUNT
a      

a

b

c

c

d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550 Skilled Nurse  020397  1  100 00 1
2  0550 Skilled Nurse 021797  1  100 00 2

3 3
4      4

5      5

6     6

7     7

8 8

9 9

10 10

11 11
12 12

13 13

14 14

15 15
16 16

17 17

18 18
19 19

20 20

21 21

22      22

23 23
50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO BEN
A    
B    
C   

5 7 DUE FROM PATIENT è
58  INSURED'S NAME  

59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A    A

B    B

C    C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b
a
84  REMARKS

 
  OTHER PHYS. ID

a

b
  b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11
FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

   
14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31

17  DATE 18  HR 19  TYPE 20  SRC 24 25 26 2 7 28 29 30  08311923 F  010197   
 

 
 

30
   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A
A

a 27 010197
          B

B

C
3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES

CODE AMOUNT CODE AMOUNT CODE AMOUNT
a      

a

b
b

c
c

d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4 9

1 0550 Skilled Nurse
 

020397  1  100 00 1
2 0550 Skilled Nurse 021797  1  100 00 2

3 3

4      4

5      5

6     6

7     7

8 8
9 9

10 10

11 11

12 12
13 13

14 14

15 15

16 16
17 17

18 18

19 19

20 20
21 21

22      22

23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56
INFO BEN

A    
B    
C   

5 7
DUE FROM PATIENT è

58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A    A

B    B

C    C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE
a

   b
OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  

CODE DATE CODE DATE CODE DATE a
b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
  b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279
1 2 3 PATIENT CONTROL NO. 4  TYPE

 

FROM THROUGH

  020197  022897    

12  PATIENT NAME D o e Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

   

17  DATE 1 8   H R1 9   T Y P E 20  SRC 24 25 2 6 27 28 2 9 30  

08311923 F  010197     30    

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 37

a 27 010197 B
b C C
38  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES

b b
c c
d d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550 Skilled Nurse  020397  1  100 0 0 1
2  0550 Skilled Nurse 021797  1  100 0 0 2
3 3

4      4
5      5

6
    

6
7     7
8 8

9 9
1 0 10
1 1 11
1 2 12

1 3 13
1 4 14
1 5 15

1 6 16
1 7 17
1 8 18
1 9 19

2 0 20
2 1 21
2 2      22

2 3 23

A
   

B   

C
  

57 DUE FROM PATIENTè
58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A
   

A
B   B
C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A
B B
C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 7 2   C O D E 7 3   C O D E 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

   b
OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  

b
a84  REMARKS    OTHER PHYS. ID a

b  

 b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X
  

 

UB-92 HCFA-1450  OCR/ORIGINAL  

 
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279
1 2 3 PATIENT CONTROL NO. 4  TYPE

 

F R O M THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

   

17  DATE 1 8   H R1 9   T Y P E 2 0   S R C 24 2 5 26 27 28 29 30  

08311923 F  010197      30    

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 37

a 27 010197 B
b C C
38  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES

b b
c c
d d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1 0550 Skilled Nurse  020397  1  100 00 1
2 0550 Skilled Nurse 021797  1  100 00 2
3 3

4      4
5      5

6
    

6
7     7
8 8

9 9
1 0 10
1 1 11
1 2 12

1 3 13
1 4 14
1 5 15

1 6 16
1 7 17
1 8 18
1 9 19

2 0 20
2 1 21
2 2      22

2 3 23

A
   

B   

C
  

57 DUE FROM PATIENT è
58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A
   

A
B   B
C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A
B B
C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

   b
OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  

b
a84  REMARKS    OTHER PHYS. ID a

b  

 b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X
   

 

UB-92 HCFA-1450  OCR/ORIGINAL  

 
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279
1 2 3 PATIENT CONTROL NO. 4  TYPE

OF BILL

  000002 32X
FROM THROUGH

  020197 022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31

08311923 F  010197   3 0
32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 37

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A A
a 27 010197           B B
b C C

a      a
b b
c c
d d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550Skilled Nurse  020397  1  100 00 1
2  0550Skilled Nurse 021797  1  100 00 2
3 3

4      4
5      5

6     6
7     7

8 8
9 9

1 0 10

1 1 11
1 2 12
1 3 13

1 4 14
1 5 15
1 6 16

1 7 17
1 8 18
1 9 19

2 0 20
2 1 21

2 2
     

22
2 3 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO B E N

A   

B
   

C  
57 DUE FROM PATIENT è

58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B
   

B
C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A
B B
C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 6 8   C O D E 6 9   C O D E 7 0   C O D E 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
7 9  P . C . 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID

CODE DATE CODE DATE CODE DATE a
b

a84  REMARKS

 
  OTHER PHYS. ID a

b   b

c  
 

85  PROVIDER REPRESENTATIVE 86  DATE

d    X
  

 

UB-92 HCFA-1450  OCR/ORIGINAL  

 
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279
1 2 3 PATIENT CONTROL NO. 4  TYPE

  000002 32X

FROM THROUGH

  020197  022897    

12  PATIENT NAME D o e Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 1 6   M S ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31

17  DATE 1 8   H R1 9   T Y P E 20  SRC 24 25 2 6 27 28 2 9 30  

08311923 F  010197     30    

CODE DATE CODE DATE CODE DATE CODE D A T E CODE F R O M THROUGH A A
a 27 010197           B B
b C C

a      a
b b
c c

42  REV. CD. 43  DESCRIPTION

 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550 Skilled Nurse  020397  1  100 0 0 1
2  0550 Skilled Nurse 021797  1  100 0 0 2
3 3
4      4

5
     

5
6     6
7     7

8 8
9 9

1 0 10
1 1 11

1 2 12
1 3 13
1 4 14
1 5 15

1 6 16
1 7 17
1 8 18
1 9 19

2 0 20
2 1 21
2 2      22

2 3 23
INFO BEN

A   

B
   

C  

57

DUE FROM PATIENTè
58  INSURED'S NAME  

59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B
   

B
C   C
63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A
B

B
C C
67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 7 2   C O D E 7 3   C O D E 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE D A T E a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE D A T E a

b
a84  REMARKS  

  OTHER PHYS. ID

a

b  

 
b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d
  

 

X
  

 

UB-92 HCFA-1450  OCR/ORIGINAL   I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279
1 2 3 PATIENT CONTROL NO. 4  TYPE

  000002 32X
5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D.8   N - C  D .  9  C-I D. 1 0   L - R  D . 11

FROM THROUGH

  020197  022897    

12  PATIENT NAME D o e Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 1 6   M S ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31

17  DATE 1 8   H R1 9   T Y P E 20  SRC 24 25 2 6 27 28 2 9 30  08311923
F

 010197
     30    

CODE DATE CODE DATE CODE DATE CODE D A T E CODE F R O M THROUGH A A
a 27 010197           B B
b C C

CODE AMOUNT CODE AMOUNT C O D E AMOUNT

a      a
b

c c

42  REV. CD. 43  DESCRIPTION

 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 491  0550 Skilled Nurse
 

020397  1  100 0 0 1

2  0550 Skilled Nurse 021797  1  100 0 0 2
3 3
4      4
5      5

6
    

6
7     7
8 8

9 9
1 0 10
1 1 11
1 2 12
1 3 13

1 4 14
1 5 15
1 6 16
1 7 17

1 8 18
1 9 19
2 0 20
2 1 21

2 2      22
2 3 23

5 0   P A Y E R 51  PROVIDER NO. 5 2   R E L 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

A
   

B   

C
  

57 DUE FROM PATIENTè
58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A
   

A
B   B
C   C
63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A
A

B B
C C

      

CODE DATE CODE DATE CODE D A T E a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE D A T E a

b
a84  REMARKS  

  OTHER PHYS. ID

a

b   b
c   85  PROVIDER REPRESENTATIVE 86  DATE

d
  

 

X
  

 

UB-92 HCFA-1450  OCR/ORIGINAL   I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279
1 2 3 PATIENT CONTROL NO. 4  TYPE

  000002 32X
5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11

FROM T H R O U G H

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 3 1

17  DATE 18  HR 19  TYPE 20  SRC 24 25 26 27 28 29 30  08311923
F

 010197
     30    

CODE D A T E CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A A
a 27 010197           B B
b C C

CODE AMOUNT C O D E A M O U N T CODE AMOUNT

a      a
b

c c

42  REV. CD. 43  DESCRIPTION

 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 491 0550 Skilled Nurse
 

020397  1  100 00 1

2 0550 Skilled Nurse 021797  1  100 00 2
3 3
4      4
5      5

6
    

6
7     7
8 8

9 9
1 0 10
1 1 11
1 2 12
1 3 13

1 4 14
1 5 15
1 6 16
1 7 17

1 8 18
1 9 19
2 0 20
2 1 21

2 2      22
2 3 23

50  PAYER 51  PROVIDER NO. 5 2   R E L 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 5 6

A
   

B   

C
  

57 DUE FROM PATIENT è
58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A
   

A
B   B
C   C
63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A
A

B B
C C

      

CODE DATE CODE DATE CODE D A T E a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE D A T E a

b
a84  REMARKS  

  OTHER PHYS. ID

a

b   b
c   85  PROVIDER REPRESENTATIVE 86  DATE

d
  

 

X
  

 

UB-92 HCFA-1450  OCR/ORIGINAL   I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279
1 2 3 PATIENT CONTROL NO. 4  TYPE

  000002 32X
5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11

FROM T H R O U G H

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 3 1

17  DATE 18  HR 19  TYPE 20  SRC 24 25 26 27 28 29 30  08311923
F

 010197
     30    

CODE D A T E CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A A
a 27 010197           B B
b C C

CODE AMOUNT C O D E A M O U N T CODE AMOUNT

a      a
b

c c

42  REV. CD. 43  DESCRIPTION

 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 491 0550 Skilled Nurse
 

020397  1  100 00 1

2 0550 Skilled Nurse 021797  1  100 00 2
3 3
4      4
5      5

6
    

6
7     7
8 8

9 9
1 0 10
1 1 11
1 2 12
1 3 13

1 4 14
1 5 15
1 6 16
1 7 17

1 8 18
1 9 19
2 0 20
2 1 21

2 2      22
2 3 23

50  PAYER 51  PROVIDER NO. 5 2   R E L 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 5 6

A
   

B   

C
  

57 DUE FROM PATIENT è
58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A
   

A
B   B
C   C
63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A
A

B B
C C

      

CODE DATE CODE DATE CODE D A T E a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE D A T E a

b
a84  REMARKS  

  OTHER PHYS. ID

a

b   b
c   85  PROVIDER REPRESENTATIVE 86  DATE

d
  

 

X
  

 

UB-92 HCFA-1450  OCR/ORIGINAL   I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279
1 2 3 PATIENT CONTROL NO. 4  TYPE

 

FROM THROUGH

  020197  022897    

12  PATIENT NAME D o e Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

17  DATE 18  HR 19  TYPE 20  SRC 2 4 25 26 27 28 2 9 30  

08311923 F  010197      30    

a 27 010197           B B
b C C
38  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES

a      a
b b
c c
d d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550 Skilled Nurse  020397  1  100 0 0 1
2  0550 Skilled Nurse 021797  1  100 0 0 2
3 3
4      4

5      5
6     6

7
    

7
8 8
9 9

1 0 10
1 1 11
1 2 12
1 3 13

1 4 14
1 5 15
1 6 16
1 7 17

1 8 18
1 9 19
2 0 20
2 1 21

2 2      22
2 3 23

50  PAYER 51  PROVIDER NO. 52  REL 5 3   A S G 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO BEN

A   
B   

C  
57 DUE FROM PATIENT è
58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A
B   B

C
   

C
63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A
B B
C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 6 9   C O D E 7 0   C O D E 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  

b
a84  REMARKS    OTHER PHYS. ID a

b  

 
b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X
    

 

UB-92 HCFA-1450  OCR/ORIGINAL   I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

 Seven Scenarios for HH PPS Claim Submission

In today’s world, billing frequency is not regulated, and in any sixty days, HHAs would submit claims
(UB-92) monthly for each beneficiary:

Claim Claim
End Month 1 End Month 2

                     º

Weekly:
     

 W1           W2  W3         W4   W5           W6     W7              W8

   
    ¾     ¾  ¾      ¾      ¾     ¾      ¾     

or even more frequently.  More frequent billing was usually driven by the need to assure cash flow. 
Payment was based on the services represented on each claim.

Under HH PPS, there will be several different billing scenarios, but, since the final rule allows one
significant percentage payment for a 60-day episode to be made on a Request for Anticipated Payment
(RAP), even though few services may have been delivered, cash flow concerns will not be the same.
[NOTE: the remainder of the episode payment will be made with the claim for the episode, submitted at
the end of the episode].  HH PPS billing patterns expected are:



APPROVED OMB NO. 0938-0279
1 2 3 PATIENT CONTROL NO. 4  TYPE

OF BILL
  000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11
FROM THROUGH

 
 020197  022897

   

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

 
  

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31
17  DATE 18  HR 19  TYPE 20  SRC 24 25 2 6 27 28 2 9 30  08311923 F  010197

     30    

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A A
a 27 010197           B B
b C C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a      a
b b
c c
d

d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550 Skilled Nurse
 

020397  1  100 00 1
2  0550 Skilled Nurse 021797  1  100 00 2

3 3

4      4

5      5

6     6

7     7
8 8

9 9

10 10
11 11

12 12

13 13
14 14

15 15

16 16

17 17
18 18

19 19

20 20
21 21

22      22

23 23
50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO BEN

A
   

B
   

C
  

5 7 DUE FROM PATIENT è
58  INSURED'S NAME  

59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A
   

A

B
   

B

C
   

C
63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A
B B

C C
OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b

a
84  REMARKS  

  OTHER PHYS. ID
a

b
  b

c
  

85  PROVIDER REPRESENTATIVE 86  DATE

d
  

 
X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

 
 000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 1 1
FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31
17  DATE 18  HR 19  TYPE 20  SRC 2 4 25 2 6 27 2 8 29 30  08311923 F  010197

     
30

   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 37
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A

A
a 27 010197           B

B
b

C
C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a      
b

b

c

c

d
d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4 9

1 0550 Skilled Nurse  020397  1  100 00 1
2 0550 Skilled Nurse 021797  1  100 00 2

3 3
4      4

5      5

6     6

7     7

8 8

9 9
10 10

11 11

12 12

13 13

14 14
15 15

16 16

17 17

18 18

19 19
20 20

21 21

22      22

23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 5 6
INFO BEN

A   
B    
C   

57
DUE FROM PATIENT è

58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B    B

C    C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
 

 b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

1. One 60-Day Episode, No Continuous Care (Patient Discharged):

RAP            Claim

      º                  

Contains one HIPPS Submitted after discharge or 60 days with
Code  and Claim-OASIS Matching Patient Status Code  01
Key output from Grouper 
software linked to OASIS Contains same HIPPS Code  as RAP

Does not give any Gives all line-item detail for the entire
line-item detail for Medicare             HH Episode
use as primary payer
(can carry charges on
lines not used by Medicare)

From and Through Dates match, From Date same as RAP,
date of first service delivered            Through Date Discharge or Day 60

Creates HH Episode  in HIQH Inquiry Closes HH Episode  in HIQH Inquiry
System System

Triggers initial percentage payment Triggers final percentage payment
for 60-day episode



APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

 
 000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9   C- I  D . 10  L-R D. 11
FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31
17  DATE 18  HR 19  TYPE 20  SRC 24 25 26 27 2 8 29 3 0  08311923 F  010197

     
30

   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A

A
a 27 010197           B

B
b

C
C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a      
b

b

c

c

d
d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550 Skilled Nurse  020397  1  100 00 1
2  0550 Skilled Nurse 021797  1  100 00 2

3 3
4      4

5      5

6     6

7     7

8 8

9 9
10 10

11 11

12 12

13 13

14 14
15 15

16 16

17 17

18 18

19 19
20 20

21 21

22      22

23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 5 6
INFO BEN

A    
B    
C   

5 7
DUE FROM PATIENT è

58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A    A

B    B

C    C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
 

 b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X
5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11

FROM THROUGH

 
 020197  022897

   
12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

 
  

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31
17  DATE 18  HR 19  TYPE 20  SRC 24 25 26 2 7 28 29 30  08311923 F  010197

     30    

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH Aa 27 010197
          B

B
b

C

C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES

CODE AMOUNT CODE AMOUNT CODE AMOUNT
a      

a

b
b

c
c

d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4 9

1 0550 Skilled Nurse
 

020397  1  100 00 1

2 0550 Skilled Nurse 021797  1  100 00 2
3 3

4      4

5      5

6     6

7     7

8 8

9 9
10 10

11 11

12 12

13 13

14 14

15 15

16 16
17 17

18 18

19 19

20 20

21 21

22      22

23 23
50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO BEN
A    

B    
C   

5 7
DUE FROM PATIENT è

58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A    A

B    B

C    C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78
67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE
a

   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
 

 b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address

City, State, Zip

APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X
5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11

FROM THROUGH

 
 020197  022897

   

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

 
  

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31

17  DATE 18  HR 19  TYPE 20  SRC 24 25 26 2 7 28 29 30  08311923 F  010197   
 

 
 

30
   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A

A
a 27 010197           B

B
b

C
C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES

CODE AMOUNT CODE AMOUNT CODE AMOUNT
a      

a

b
b

c
c

d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4 9

1 0550 Skilled Nurse  020397  1  100 00 1
2 0550 Skilled Nurse 021797  1  100 00 2

3 3

4      4

5      5

6     6

7     7

8 8

9 9

10 10

11 11

12 12

13 13

14 14

15 15

16 16

17 17

18 18

19 19

20 20
21 21

22      22

23 23
50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO BEN
A    
B    
C   

5 7
DUE FROM PATIENT è

58  INSURED'S NAME  
59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A    A

B    B

C    C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78
67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
  b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address

City, State, Zip

2. Initial Episode in Period of Continuous Care:

FIRST EPISODE:-------------------------------------------------| NEXT EPISODE(s)--:
RAP Claim RAP(s) &Claim(s)

   º º
Contains one HIPPS Submitted after 60 days with  Unlike previous RAP
Code  and Claim-OASIS Matching Patient Status Code  30 in period,
Key output from Grouper Admission
software linked to OASIS Date will be the

           same as that on the
Does not give any other Contains same HIPPS Code first RAP of
line-item detail for Medicare as RAP, and gives all line- the period, and will
use item detail for all the HH Episode stay the same on

RAPs and claims
throughout the period
of continuous care

From and Through Dates From Date same as RAP, From and Through
match first service delivered Through Date , Day 60             Dates, RAP claims,
of Episode are first day of 

Episode, w/ or w/o
service (i.e., Day
61, 121, etc.)

Creates HH Episode  in             Closes HH Episode  in Creates or closes 
HIQH Inquiry System HIQH Inquiry System HH Episode(s)

Triggers initial percentage payment Triggers final percentage payment Triggers payment(s)
for 60-day Episode

C These two scenarios (1. and 2. above) are expected to encompass most episode billings
C For RAPs, Source of Admission Code “B” is used is used to receive transfers from other

agencies, “C” if readmission to same agency after discharge
C There is no number limit on medically-necessary episodes in continuous care periods



APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

 
 000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9   C- I  D . 10  L-R D. 1 1
FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31
17  DATE 18  HR 19  TYPE 20  SRC 24 25 26 27 2 8 29 30  08311923 F  010197

     
30

   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 37
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A

A
a 27 010197           B

B
b

C
C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a      
b

b

c

c

d
d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4 9

1 0550 Skilled Nurse  020397  1  100 00 1
2 0550 Skilled Nurse 021797  1  100 00 2

3 3
4      4

5      5

6     6

7     7

8 8

9 9
10 10

11 11

12 12

13 13

14 14
15 15

16 16

17 17

18 18

19 19
20 20

21 21

22      22

23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 5 6
INFO BEN

A    
B    
C   

57
DUE FROM PATIENT è

58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A    A

B    B

C    C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
 

 b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 1 1
FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

   
14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 3 1

17  DATE 18  HR 19  TYPE 20  SRC 2 4 2 5 26 2 7 2 8 29 3 0  08311923 F  010197   
 

 
 

30
   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 37

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A
A

a 27 010197
          B

B

C
3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES

CODE AMOUNT CODE AMOUNT CODE AMOUNT
a      

a

b
b

c
c

d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550 Skilled Nurse
 

020397  1  100 00 1
2  0550 Skilled Nurse 021797  1  100 00 2

3 3

4      4

5      5

6     6

7     7

8 8
9 9

10 10

11 11

12 12
13 13

14 14

15 15

16 16
17 17

18 18

19 19

20 20
21 21

22      22

23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56
INFO BEN

A   
B   
C  

5 7
DUE FROM PATIENT è

58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B   B

C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 7 8

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE
a

   b
OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  

CODE DATE CODE DATE CODE DATE a
b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
  b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

3. A Single LUPA Episode:

       RAP       Claim

                   
  

º

                           

Contains one HIPPS Submitted after discharge or 60 days with
Code  and Claim-OASIS Matching Patient Status Code  01
Key output from Grouper 
software linked to OASIS

Contains same HIPPS Code  as RAP,
Does not give any Gives all line-item detail for the entire HH 
other line-item detail for Episode-- line item detail will not show
Medicare use more than 4 visit for the entire episode 

From and Through Dates match, From Date same as RAP,
first service delivered Through Date Discharge or Day 60

Creates HH Episode  in HIQH Inquiry Closes HH Episode  in HIQH Inquiry
System System

Triggers initial percentage payment Triggers final percentage payment for 
60-day episode

C Though less likely, a LUPA can also occur in a period of continuous care (scenario not
illustrated)

C While also less likely, a LUPA, though never pro-rated, can also be part of a shortened
episode (see PEP Episodes, below) or an episode in which the patient condition
changes (see SCIC Episode, below)-- these less likely scenarios are not illustrated 



APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11
FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 3 1

17  DATE 18  HR 19  TYPE 20  SRC 24 2 5 2 6 27 28 2 9 3 0  08311923 F  010197   
 

 
 

30
   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A

A
a 27 010197           B

B

C
C

38  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a
     

b
b

c
c

d
d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1 0550 Skilled Nurse
 

020397  1  100 00 1

2 0550 Skilled Nurse 021797  1  100 00 2
3 3

4      4

5      5

6     6

7     7

8 8

9 9

10 10

11 11

12 12
13 13

14 14

15 15

16 16
17 17

18 18

19 19

20 20

21 21

22      22
23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 5 6
INFO BEN

A   
B   
C  

57
DUE FROM PATIENT è

58  INSURED'S NAME  
59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B   B

C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 7 8
67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE

a

b
a

84  REMARKS
 

  OTHER PHYS. ID
a

b
 

 b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X     

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

4. “No-RAP” LUPA Episode:
    

Claim

 

  º 

When a home health agency (HHA) knows from the outset that an episode will be 4 visits or less, the
agency may choose to bill only a claim for the episode. (Note claims characteristics are the same as the
LUPA final claim on the previous page.)

PROs: CONs:

Will not get large episode percentage No episode record is created in the 
payment up-front for LUPA that Inquiry System, therefore beneficiary
will be reimbursed on a visit basis is not linked to the HHA providing
(overpayment concern, but new payment services UNTIL a claim is received
system will recoup such “overpayments”
automatically against future payments)

Less paperwork No payment until claim is processed



APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

 
 000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11
FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31
17  DATE 18  HR 19  TYPE 20  SRC 2 4 2 5 2 6 2 7 28 2 9 30  08311923 F  010197

     
30

   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 37
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A

A
a 27 010197           B

B
b

C
C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a      
b

b

c

c

d
d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550 Skilled Nurse  020397  1  100 00 1
2  0550 Skilled Nurse 021797  1  100 00 2

3 3
4      4

5      5

6     6

7     7

8 8

9 9
10 10

11 11

12 12

13 13

14 14
15 15

16 16

17 17

18 18

19 19
20 20

21 21

22      22

23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56
INFO BEN

A    
B    
C   

5 7
DUE FROM PATIENT è

58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A    A

B    B

C    C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
 

 b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 1 1
FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 3 1

17  DATE 18  HR 19  TYPE 20  SRC 24 2 5 2 6 27 2 8 29 30  08311923 F  010197   
 

 
 

30
   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A

A
a 27 010197           B

B

C
C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a
     

b
b

c
c

d
d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4 9

1 0550 Skilled Nurse
 

020397  1  100 00 1

2 0550 Skilled Nurse 021797  1  100 00 2
3 3

4      4

5      5

6     6

7     7

8 8

9 9

10 10

11 11

12 12
13 13

14 14

15 15

16 16
17 17

18 18

19 19

20 20

21 21

22      22
23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56
INFO BEN

A   
B   
C  

57
DUE FROM PATIENT è

58  INSURED'S NAME  
59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B   B

C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 7 8
67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE

a

b
a

84  REMARKS
 

  OTHER PHYS. ID
a

b
 

 b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address
City, State, Zip

5. Episode with a PEP Adjustment-- Transfer to AnotherAgency  OR
Discharge-Known Readmission to Same Agency:

RAP Claim    

                

  

º

Contains one HIPPS Submitted after discharge 
Code  and Claim-OASIS Matching w/Patient Status  Code 06 
Key output from Grouper 
software linked to OASIS
 
Does not contain other            Contains same HIPPS Code
line-item detail for as RAP, and gives all line-
Medicare use item detail for all the HH Episode

From and Through Dates match, From Date same as RAP,
first service delivered Through Date is discharge

Creates HH Episode  in Closes HH Episode  in HIQH  
HIQH Inquiry System Inquiry System at date 

of discharge, not 60 days

Triggers initial percentage payment Triggers final percentage payment,
and total payment for the episode

 will be cut back proportionately
(x/60) to the number of days   
of the shortened episode

C Known Readmission:  agency has found after discharge the patient will be re-admitted in the
same 60-day episode (“transfer to self”-- new episode) before final claim submitted

C The next episode presumably would be billed as either Scenario 1. or 2. above
C A PEP can also occur in a period of otherwise continuous care (scenario not illustrated)
C A PEP episode can contain a change in patient condition (see SCIC Episode, below)-- this

scenario is not illustrated 



APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X
5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11

FROM THROUGH

 
 020197  022897

   
12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

 
  

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 3 1

17  DATE 18  HR 19  TYPE 20  SRC 24 2 5 2 6 27 28 2 9 3 0  08311923 F  010197      30    

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A
A

a 27 010197
          B

B

C
C

38  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a      
b

b

c

c

d
d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1 0550 Skilled Nurse  020397  1  100 00 1
2 0550 Skilled Nurse 021797  1  100 00 2

3 3

4      4

5      5

6     6

7     7

8 8

9 9

10 10

11 11

12 12

13 13

14 14

15 15
16 16

17 17

18 18

19 19

20 20

21 21

22      22

23 23
50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 5 6

INFO BEN

A   
B   
C  

57
DUE FROM PATIENT è

58  INSURED'S NAME  
59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B   B

C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 7 8

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b
a

84  REMARKS  
  OTHER PHYS. ID

a

b   b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X     

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address

City, State, Zip

APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE

OF BILL
  000002 32X

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 1 1

FROM THROUGH

  020197  022897    

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31
17  DATE 18  HR 19  TYPE 20  SRC 2 4 25 26 2 7 2 8 29 30  

08311923 F  010197      30    

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A
A

a 27 010197
          B

B
b

C
C

38  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a      
a

b

c
c

d
d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1  0550 Skilled Nurse  020397  1  100 00 1
2  0550 Skilled Nurse 021797  1  100 00 2

3 3

4      4

5      5

6     6

7     7

8 8

9 9

10 10

11 11

12 12

13 13

14 14

15 15

16 16

17 17

18 18

19 19

20 20

21 21

22      22

23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO BEN
A   
B   
C  

57 DUE FROM PATIENT è
58  INSURED'S NAME  

59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B   B

C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78
67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      

79 P.C. 80  PRINCIPAL PROCEDURE
81  OTHER PROCEDURE OTHER PROCEDURE

82  ATTENDING PHYS. ID
CODE DATE CODE DATE CODE DATE a

   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE

a

b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
 

 b

c   85  PROVIDER REPRESENTATIVE 86  DATE

d   
 X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name

Address
City, State, Zip

APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X
5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11

FROM THROUGH

 
 020197  022897

   
12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

 
  

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 3 1

17  DATE 18  HR 19  TYPE 20  SRC 2 4 25 26 2 7 28 2 9 3 0  08311923 F  010197      30    

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 37

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A
A

a 27 010197
          B

B

C
C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a      
b

b

c

c

d
d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4 9

1 0550 Skilled Nurse  020397  1  100 00 1
2 0550 Skilled Nurse 021797  1  100 00 2

3 3

4      4

5      5

6     6

7     7

8 8

9 9

10 10

11 11

12 12

13 13

14 14

15 15
16 16

17 17

18 18

19 19

20 20

21 21

22      22

23 23
50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO BEN

A   
B   
C  

57
DUE FROM PATIENT è

58  INSURED'S NAME  
59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B   B

C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 7 8

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE a
   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b
a

84  REMARKS  
  OTHER PHYS. ID

a

b   b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X     

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address

City, State, Zip

6. Episode with a PEP Adjustment-- Discharge and “Unknown” Re-Admit, Continuous Care:

FIRST EPISODE--------------------------------------------------------------|   START OF NEXT EPISODE-:

RAP Claim     RAP

                    
            
                    

                          
 

 

   º  º
Contains one HIPPS Submitted after discharge or 60 Unlike previous RAP
Code  and Claim-OASIS Matching days w/Patient Status Code 01             in period,
Key output from Grouper --agency submitted claim Admission 
software linked to OASIS before the patient was Date will be the

            re-admitted in the same as that on the
same 60-day Episode the period, and will

 stay the same on
RAPs and claims
throughout the period
of continuous care

Does not contain other Contains same HIPPS Code Contains Source of
line-item detail for as RAP, and gives all line- Admission Code “C”
Medicare use item detail for all the HH Episode to indicate patient re-

admitted in same 60
Creates HH Episode  in             Closes HH Episode  in days that would have 
HIQH Inquiry System HIQH Inquiry System 60 days been in previous 

initially, and then revised             Episode, but now
to less than 60 days             new episode will 
after next RAP begin and previous
received episode automatic- 

ally shortened

From and Through Dates From Date same as RAP, From and Through
match first service delivered Through Date Discharge Dates, RAP first

or Day 60 of Episode HH Episode day,  
w/ or w/o service
(i.e., Day 61)

Triggers initial percentage payment Triggers final percentage payment, Opens next
may be total payment for the Epi- HH Episode  in
sode at first, but will be cut back HIQH Inquiry System 
proportionately (x/60) to the num-  
ber of days of the shortened episode Triggers initial
when next billing received payment for new

HH Episode



APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE

  000002 32X
5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 1 1

FROM THROUGH

 
 020197  022897

   

12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

 
  

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 3 1

17  DATE 18  HR 19  TYPE 20  SRC 24 2 5 2 6 27 2 8 29 30  08311923 F  010197   
 

 
 

30
   

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 3 7

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH A
A

a 27 010197
          B

B
b

C
C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

a      

b

c

c

d

42  REV. CD. 43  DESCRIPTION
 

44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4 9

1 0550 Skilled Nurse
 

020397  1  100 00 1

2 0550 Skilled Nurse 021797  1  100 00 2
3 3

4      4

5      5

6     6

7     7

8 8

9 9

10 10
11 11

12 12

13 13

14 14

15 15

16 16

17 17

18 18

19 19
20 20

21 21

22      22

23 23

50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO BEN
A   
B   
C  

57
DUE FROM PATIENT è

58  INSURED'S NAME  
59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A   A

B   B

C   C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 7 8

67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE      

79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID
CODE DATE CODE DATE CODE DATE a

   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE

a

b
a

84  REMARKS
 

  OTHER PHYS. ID

a

b   b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X      

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address

City, State, Zip
APPROVED OMB NO. 0938-0279

1 2 3 PATIENT CONTROL NO. 4  TYPE
OF BILL

  000002 32X
5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7  COV D. 8  N-C D.  9  C-I D. 10  L-R D. 11

FROM THROUGH

 
 020197  022897

   
12  PATIENT NAME Doe Jane   13  PATIENT ADDRESS 123 Main Street Anywhere  IA 50000   

 
  

14  BIRTHDATE 15  SEX 16  MS ADMISSION 21  D HR 22  STAT 23  MEDICAL RECORD NO. CONDITION CODES 31
17  DATE 18  HR 19  TYPE 20  SRC 24 2 5 26 2 7 28 2 9 30  08311923 F  010197

     30    

32      OCCURRENCE 33      OCCURRENCE 34      OCCURRENCE 35      OCCURRENCE 36                    OCCURRENCE SPAN 37

CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH Aa 27 010197
          B

B
b

C

C

3 8  39            VALUE CODES 40            VALUE CODES 41            VALUE CODES

CODE AMOUNT CODE AMOUNT CODE AMOUNT
a      

a

b
b

c
c

d

42  REV. CD. 43  DESCRIPTION  44  HCPCS/RATES 45  SERV. DATE 46  SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

1 0550 Skilled Nurse
 

020397  1  100 00 1

2 0550 Skilled Nurse 021797  1  100 00 2
3 3

4      4

5      5

6     6

7     7

8 8

9 9
10 10

11 11

12 12

13 13

14 14

15 15

16 16
17 17

18 18

19 19

20 20

21 21

22      22

23 23
50  PAYER 51  PROVIDER NO. 52  REL 53  ASG 54  PRIOR PAYMENTS 55  EST. AMOUNT DUE 56

INFO BEN
A    

B    
C   

5 7
DUE FROM PATIENT è

58  INSURED'S NAME  59 P. REL 60  CERT. - SSN - HIC. - ID NO. 61  GROUP NAME 62  INSURANCE GROUP NO.

A    A

B    B

C    C

63  TREATMENT AUTHORIZATION CODES 64 ESC 65  EMPLOYER NAME 66  EMPLOYER LOCATION

A A

B B

C C

OTHER DIAG. CODES 76  ADM. DIAG. CD. 77  E-CODE 78
67 PRIN DIAG CD 68  CODE 69  CODE 70  CODE 71  CODE 72  CODE 73  CODE 74  CODE 75  CODE

      
79 P.C. 80  PRINCIPAL PROCEDURE 81  OTHER PROCEDURE OTHER PROCEDURE 82  ATTENDING PHYS. ID

CODE DATE CODE DATE CODE DATE
a

   b

OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE 83  OTHER PHYS. ID  
CODE DATE CODE DATE CODE DATE a

b

a
84  REMARKS

 
  OTHER PHYS. ID

a

b
 

 b

c   
85  PROVIDER REPRESENTATIVE 86  DATE

d   
 

X     

UB-92 HCFA-1450  OCR/ORIGINAL   
I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name
Address

City, State, Zip

7. Episode with a SCIC Adjustment

RAP     Claim    

            º º             

Contains one HIPPS Submitted after discharge 
Code  and Claim-OASIS Matching with Patient Status  Code  
Key output from Grouper as appropriate (01, 30, etc.)
software linked to OASIS

Carries Matching Key
and diagnoses consistent
w/last OASIS assessment

 
Does not contain other Contains same HIPPS Code
line-item detail for as RAP, additional
Medicare use HIPPS output every time 

patient reassessed because
of change in condition,
and gives all line-
item detail for all the HH Episode

From and Through Dates match, From Date same as RAP,
first service delivered Through Date Discharge or Day 60

Creates HH Episode  in Closes HH Episode  in  
HIQH Inquiry System HIQH Inquiry System

Triggers initial percentage payment Triggers final percentage payment

FOR ASSISTANCE WITH ACRONYMS, use the acronym chart attached to the quick
reference tables.


